The patient was a 35-year-old man who felt persistent hunger pain for five months. Upper gastrointestinal scope studies revealed a 20-mm polypoid lesion located in the middle body of the stomach. The pathological diagnosis revealed a granuloma in the biopsy specimens. The eradication of Helicobacter pylori had no effect on the patient's abdominal symptoms. Ultimately, the polypoid lesion was resected using endoscopy, and the patient was relieved of his hunger pain. The final diagnosis was a pyogenic granuloma in the stomach. This study is the first report of a pyogenic granuloma in the stomach in which the patient's abdominal pain disappeared after tumor resection performed via endoscopy.
Introduction
Pyogenic granuloma is a lobular capillary hemangioma that occurs mostly on the skin and mucosal surfaces of the oral cavity and tongue (1) . Up to now, only a few cases of pyogenic granulomas of the digestive tract have been reported, and the stomach is a particularly rare site for the development of pyogenic granulomas.
We herein report a rare case of a gastric pyogenic granuloma associated with persistent abdominal hunger pain in which the pain was successfully eliminated with the use of endoscopic mucosal resection (EMR) of the gastric pyogenic granuloma.
Case Report
The patient was a 35-year-old man who was referred to our hospital for an evaluation of a polypoid lesion of the stomach associated with hunger pain. The polypoid lesion had not been detected on an upper gastrointestinal series that was administered as part of a general health checkup at the patient's workplace-associated clinic. The patient had undergone upper gastrointestinal endoscopy at his former clinic one month prior to visiting our clinic because he had felt continuous hunger pain in his upper abdomen for five months. The pain was not altered by either food intake or defecation.
Regarding family history, the patient's grandfather had died of gastric cancer and his father had died of colorectal cancer. The patient had no past history of abdominal surgery and no allergies to medicines or food. He was prescribed a proton pump inhibitor and gastric mucosal defense medicine at his former clinic. These medications did not improve his symptoms. A blood analysis was conducted, and no abnormal data were recorded (Table 1 ).
An upper gastrointestinal scope study was performed. The lesion was located at the great curvature of the middle portion of the corpus of the stomach (Fig. 1a) . This polypoid lesion measured approximately 20 mm in diameter at the top. The lesion was mixed with redness and had a whitish area. The surface was irregular. The lesion was relatively soft. Narrow band imaging (NBI) with magnified endoscopy showed an irregular microsurface pattern on the surface area. No irregular microvascular vessels were observed on NBI. We performed an endoscopic ultrasound (EUS) examination, in which the inner image of the lesion demonstrated a mixed high-and low-echoic area (Fig. 1b) . While the contiguity of the lesion to the layer of the gastric wall was not clearly seen due to ultrasound attenuation, we observed the tumor attached to the second (mucosal) layer, while the third (submucosal) layer had not been invaded. Therefore, it was believed that the tumor had originated from the mucosal layer. Contrasted-enhanced abdominal computed tomography (CT) showed that the lesion was strongly and homogenously enhanced by contrast medium (Fig. 2) .
Biopsy specimens were obtained from the polypoid lesion, and the pathological diagnosis was inflammatory granulation.
The background gastric mucosa was inflamed, and the folds of the stomach were enlarged.
These changes in the gastric mucosa were thought to be caused by a Helicobacter pylori (H. pylori) infection. The presence of an H. pylori infection was proven with the urea breath test (UBT), and the bacteria were successfully eradicated after the patient provided his informed consent. Two weeks after the H. pylori eradication, the patient's abdominal pain remained unresolved. After discussing the issue with the patient, we decided to resect the polypoid lesion. The lesion was safely removed via EMR.
On a pathological analysis of the resected lesion, the epithelial layer of the specimen exhibited small erosions with hyperplasia, and the epithelial structures were stored in the bottom area of the mucosa (Fig. 3a) . The submucosal layer of the specimen showed outgrowth of congestive capillary vessels and infiltration of inflammatory cells. The pathological diagnosis was a pyogenic granuloma with dilation of the capillary vessels (Fig. 3b) .
The patient's upper abdominal pain disappeared post-EMR, and he was discharged one week after the resection. Two months later, the resected ulcer became a white scar, and the patient's symptoms resolved. 
Discussion
Pyogenic granulomas were first reported by Hatzell in 1904 (2) . A pyogenic granuloma is an acquired benign tumor arising from the blood vessels that often develops as a lesion of the skin or oral mucosa (3, 4) . However, the occurrence of pyogenic granulomas in the gastrointestinal tract is rare (5). To our knowledge, only six cases of gastric pyogenic granulomas (including this case) have been reported [ Table 2 , (5-9)].
The general characteristics of pyogenic granulomas include rapid growth with no relation to age. Although there are almost no differences in incidence between men and women, pyogenic granulomas are believed to be slightly more common among adult women because female hormones may be involved in the development of the disease (1, 3, 10, 11) .
The gross appearance of the lesion is often characterized by a polypoid form, and the surface color is dark or fresh red. The surface is generally smooth, and ulcers or erosions are sometimes seen (3, 10) .
Histologically, the lesions contain numerous dilated capillaries with endothelial cell swelling. The stromal tissue is usually edematous with a nonspecific inflammatory infiltrate, often containing polymorphonuclear neutrophils (1).
To treat pyogenic granulomas, electric coagulation, laser irradiation and frozen dissection therapy are generally performed (10-13). Insufficient resection results in the recurrence of the tumor. Among the reported cases of gastric pyogenic granulomas, there have been four reports of treatment with EMR and one report of treatment with snare polypectomy (5-9). These treatments have been reported to have no complications after resection. Therefore, these endoscopic treatments are relatively safe. For our patient, we chose endoscopic resection following H. pylori eradication, and this method effectively cured the patient's symptoms. His epigastric pain disappeared the day after EMR.
We believe that a duration of two weeks after eradication was adequate to evaluate the effects of eradication because, in the literature, the symptoms caused by peptic ulcers immediately disappear within one week after H. pylori eradication (14, 15) . The cause of the pain originating from the gastric pyogenic granuloma was obscure, as we were unable to find any reports of epigastric pain in patients with pyogenic granulomas in the gastrointestinal tract. In addition, pathologically, no neural tissue was found in the resected specimen.
In conclusion, we herein reported a case of a gastric pyogenic granuloma that was detected due to abdominal pain and was successfully treated with EMR.
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